If general managers experience problems in establishing a dialogue with their various constituencies both inside and outside the NHS, they are not alone. Researchers of health policy and management experience similar difficulties in trying to engage in a mutually useful exchange of views with health service managers. Attempts to bring the two groups together in order to interweave their respective experience and knowledge have rarely been successful. The reasons are manifold but the chief problem is the existence of suspicion on each side: researchers suspect managers of being intellectual philistines or of being unduly defensive about perceived criticism of their activities; for their part, managers accuse academics of indulging in 'intellectual mystification' and peddling useless models or of making unwarranted generalisations on the basis of small and unrepresentative samples. The upshot of this divide is that each group tolerates the other but, with few exceptions, warily and without any real or shared comprehension.
Given the significance of the Griffiths changes for NHS management -heralded as the most significant since the NHS's creation -the workshop held at the Nuffield Institute for Health Services Studies, University of Leeds, over two days in October 1988, was devised as an attempt to understand better, from both a practitioner and a research perspective, the precise nature of the cultural revolution which, according to some managers, had overtaken the service in the mid 2 1980s. The workshop was, in addition, seen as a rare opportunity to bring researchers and managers together in a setting conducive to encouraging a closer interchange between them. It could, therefore, be heralded modestly as a 'first' in providing a forum where an invited group of managers and researchers met intensively and informally.
To create the sought after ambience, the ground rules were kept to a minimum. The group was intentionally kept small to maximise opportunities for participation. 'Chatham House' rules were observed to allow the uninhibited expression of views. No attempt was made to direct the discussion or to impose a framework upon it. Each session addressed a particular theme or dimension of general management in the NHS. Otherwise, it was permitted to follow its own course as determined by the participants themselves. The sessions were timed to allow brief presentations of pre-circulated papers (three by managers and three by researchers, as well as one by an after-dinner speaker on new developments in public management) followed by over one hour's discussion per session. The sessions were taped to allow the key discussion 'points to be extracted later. Finally, the organisers were determined to ensure that the managers present should, as far as possible, represent different professional backgrounds and the four countries making up the United Kingdom. All too often discussions of the NHS proceed as if the English model prevailed across the UK. In fact, important differences in the organisation and management of the NHS, in the policies pursued, and in the wider socioeconomic and political environments are evident in each of the four countries. Some of these surfaced during the workshop.
The NHS is on the threshold of further change following the government's review white paper. Although the precise nature of the proposals could not be anticipated by workshop participants, the issues considered in the workshop, and reported here, remain highly pertinent to a reshaping of the NHS since general managers will be charged with the task of implementing the desired changes. The concerns ventilated at the workshop may offer pointers as to how successful managers will be in meeting the challenge.
The Contribution of Social Science Research to Health Care Management
Behind the specific issue addressed at the workshop of the impact of general management on the NHS was the wider aim of encouraging more general interaction between researchers and managers. AB one of us has pointed out elsewhere, research has contributed little to the three major structural reorganisations which have taken place in the NHS over the past 14 years or so (Hunter, 1988 ). Yet, on closer inspection, social scientists (for present purposes these embrace those at the 'softer' end and include medical sociologists, political scientists, organisation theorists) have much to offer. Indeed, it has been suggested that health service policy makers and managers devote much of their time to problems that are less amenable to the knowledge and technology of medicine than they are to the research findings and methods of the social and behavioural sciences (Levine and Sorenson, 1983 ). If there is any salience in this view then the conceptual, empirical and methodological approaches provided by social scientists are highly relevant for health care policy makers and practising health service managers. Unfortunately, there remains little evidence that social scientists in general regard their responsibilities in this light or that policy makers and managers explicitly value the contribution of social science in understanding better the policy and organisational settings they inhabit. In confirmation of these problems, the major reforms of the NHS have occurred despite informed empirical enquiry rather than because of it. Social science research has failed to inform any of the changes in the organisation of the NHS and has also failed to establish the validity of the claims of reformers. Assumptions made about the efficacy of particular proposals and solutions have sought instead to establish their credibility with reference to somewhat outmoded theories of organisation and management or by alluding unintentionally and simplistically to the alleged virtues of the business sector.
A neglect of social science research goes well beyond successive reorganisations of the NHS; it encompasses the general commissioning and use of research by Royal Commissions, by Committees of Enquiry, by government departments, and by public agencies such as health authorities. It seems that researchers are generally perceived as offering little to policy, a state of affairs which Bulmer (1983: 10) suggests may reflect the bias in British public life 'towards knowledge derived from the experience of the practitioner: "He who does, knows'''. Successive reforms of the NHS bear witness to this testimony: they have proceeded on the basis of sometimes lofty pontifications and little else. Increasingly, over the past decade or so the value of social science research has been perceived by funding bodies and policy makers in narrow functional and instrumental terms. For example, reviewing the contribution of social science research to the 1976-79 Royal Commission on the NHS, Taylor (1981) points out that in calling for an increase in the contribution of research, the Commissioners' conception of research differed from. that traditianally carried out by university based social scientists.
'There has been a fairly widespread view that the main task of social science research was to put specific problems into a broad context in relation to general theoretical notions. According to this view social science research provided the policy makers with generalised understanding rather than narrow technical solutions. The Commissioners clearly have a different view. Instead of descriptive studies of structure, process and decision making, they want closely specified studies which will evaluate the effectiveness and efficiency of services' (p546).
The behavioural social sciences can be helpful in providing knowledge and a sensitising perspective to policy makers and managers in the NHS. They will rarely provide 'right' answers to aid decision making: nor will they directly contribute to better or more efficient management (though they may do so indirectly). Often those who believe otherwise confuse the social sciences with management consultancy or management development activity. What the social sciences can contribute is greater awareness about interprofessional and interorganisational dynamics and power-dependence relationships. Health care organisations will not be seen as simple, or simplistic, monolithic entities but rather as complex pluralistic constellations of highly variegated groupings which do not necessarily all subscribe to a shared view of the organisation's mission. Perhaps most important, as Levine and Sorenson (1983) point out, problems will be less likely to be defined as thing problems when they may in fact be people problems. Such issues were certainly prominent in the workshop discussions on the impact of general management and on what the achievements of general managers were. This is not the place to review the negligible impact of social science research on the organisational and management changes in the NHS nor to offer possible explanations for this lamentable state of affairs (for a full discussion of this see Hunter, 1988; 1989) . The limited evidence available suggests the influence of research on the Griffiths reform proposals was minimal. At the inquiry team's own admission, its efforts were conducted mainly through discussions with various interested parties and a programme of flying visits. The Griffiths letter claims that all the 'appropriate reports' were considered although it does not state what these were. Certainly, and in contrast to the Royal Commission on the NHS, no independent research was commissioned and it does not appear that reference was made to existing research on NHS management.
There exists sufficient empirical evidence to suggest that the thrust of the Griffiths inspired changes may be misconceived in their failure to appreciate sufficiently the complexities and constraints of the organisational and managerial environment. Not unexpectedly, many of these were central to the workshop discussions. Moreover as Brown and Steel (1979) assert 'administrative reform can at best achieve a better balance among imperfections'. Further, as Hood (1976) Parston and Stocking (1987) believe that 'there are differences in how the public and private sectors operate and in their respective constraints, and these suggest that public sector management may be something different than the classical behavioural and scientific models that are prescribed for the private sector'.
It has been argued that much of the failure of structural and managerial reforms across the public sector, including the NHS, over the past dozen years or so stems from the invalidity of the conceptual framework. An essentially naive model of organisations which perceives them as conflict and value-free has pervaded the various reform proposals. These have subscribed to a monolithic conception of organisations, the principal component of which is that they share a homogeneous structure, process, culture and behaviour. The micro aspect of how these organisations actually operate have been overlooked. A growing body of research on health service organisation and management, much of it conducted by researchers present at the workshop, has sought to address many of these issues, but, as mentioned, has singularly failed to have any noticeable impact on the changes which have taken place in the NHS.
If the influence of research on organisational and managerial change has proved at best limited and at worst absent it probably has a great deal to do with the fact that policy makers and managers prefer clear-cut simple, uncluttered solutions to problems despite the fact that complex problems often demand complex solutions. In such a situation, quick, observable and dramatic change is demanded. Reflective social research has little appeal for its findings seems only to add to the very confusion and complexity which reformers constantly seek to remove or simplify.
If social research is to stand any chance of impacting upon practice then a prerequisite in the management sphere is the need for closer collaboration than has been evident hitherto between researchers and managers. Most important, there are obligations upon the research community which need to be taken seriously. There is a need for a more ordered approach to research activity to help overcome the problem of unsystematic and non-cumulative research -a concern which became evident in the course of the workshop. Dissemination is another important area to which researchers give scant attention (sometimes inescapably if they are forced through funding constraints to move on to other projects with unseemly haste). Findings need to be accessible to practitioners and that means paying serious and careful attention to presentation, timing and, perhaps above all, language.
The marketing of research findings may appear distasteful to many but its neglect may help account for the frustration experienced by researchers when they see their work either misused or ignored altogether by those at whom it is primarily aimed. Much social science research is misunderstood by practitioners or deemed interesting only in a strictly academic (ie a euphemism for 'not relevant' -all very interesting but of no practical use) and not in a managerial sense. Managers need to be persuaded of the merits and insights which such research can afford. Although much social science research, even of an evaluative nature, does not resolve problems or produce neat and tidy solutions it can be useful in identifying issues and clarifying assumptions. Berman and Maxwell (1986) regard such processes as key concerns of top management in the NHS. Nor does this type of illuminative evaluation rule out other more hard-nosed types, such as option appraisal, once the dynamics of the organisational context have been sorted out and understood. Arguably, the findings from the type of organisational research reported in the papers presented at the workshop have implications for management training and development. H health care management involves skills in politics, advocacy, negotiation, and bargaining and not merely analytical or quantitative skills, then the means must be found to equip managers with such skills and perspectives. These concerns were certainly evident among the managers taking part in the workshop and permeated much of the discussion.
It will never be easy to find common ground between researchers and managers. Nor should that be the aim. A continuous process of negotiation is both inevitable and desirable but the effort to establish a dialogue needs to be made if health care management and managers are to address the outstanding issues in the most appropriate way. As Evans (1981) has written: 'There is no new technology, specialty or profession that will provide the answer. The surest route is to provide those who earn leadership responsibility with better evidence on which to base their decisions and a broader perspective. . . . Academic centres have much to contribute to this objective in the primary professional training of the health professions in advanced management training, and in research.' (Emphasis added.)
Whatever else it achieves, the Griffiths report on NHS management has spawned a number of studies several of which were reported on at the workshop. Perhaps these will inform future reforms. In preparing for such a remote eventuality, the workshop, in bringing together a group of managers and researchers, can be regarded as a modest first step. It is virtually certain that social research will have no impact on the outcome of the Prime Minister's NHS Review but it is just conceivable that it will be important in monitoring and evaluating whatever changes emerge from it.
The Workshop
The Griffiths report has already been noted for its emphasis on immediate action and its eschewing of any detailed analysis of the problems facing the management of the NHS or of possible solutions to the problems identified. Instead, the report, which many observers both inside and outside the NHS clearly felt was infected with a measure of simplicity, laid out a prognosis of the service's management problems that contended that, unlike the private sector, it lacked a properly defined general management function where at different levels in the organisation individuals assume personal responsibility for 'planning, implementation and control of performance' (DHSS,1983: 11) . TheNHSneeded, in consequence, to borrow a model of management from the private sector. Indeed, it was suggested that there had been a great deal of overstating of the differences between management in the NHS and in the private sector which has shackled the NHS with unnecessarily cumbersome and complex management arrangements from the central department down to the level of patient care (DHSS, 1983: 10) . This left the NHS lacking a sense of direction and being uncertain as to whether it was meeting the needs of its 'customers'.
In retrospect, raany will no doubt argue that by steering clear of the 'ins and outs' of analysis of NHS management and emphasising action, Griffiths, backed by ministers who were in tune with his line of thought, was able to start a process of change -and few would contest the need for some form of change. But the brevity of the report and the relevant circulars, which did not attempt to carry the same baggage as the infamous 'Grey Book' (DHSS, 1972) , left open much of how the proposals for a Supervisory Board, a Management Board, the appointment of general managers at different levels and the greater involvement of clinicians in management would operate in practice. Moreover, the matter of the criteria by which the reorganisation could be assessed and evaluated was also left suitably vague.
It is over five years since the Griffiths report was published. The reforms have been in place long enough for it to be appropriate to start to ask how they are working out in practice. The aim of the workshop was not to have an event that either celebrated or ridiculed the management philosophy behind Griffiths, but one that sought to get to grips with some of the fundamental questions and challenges of contemporary NHS management. Such an exercise was not without its problems. Most obviously, the reorganisation is still relatively youthful, and any conclusive assessment would rightly be criticised for being premature. Indeed, Sir Roy Griffiths himself is now said to think that the reorganisation will take at least a decade to come to fruition. But this does not invalidate the need to monitor progress, to identify problems which might be rectified and to produce a sounder base of information and understanding on which a fuller evaluation may draw at a later stage. The time seemed ripe to bring together some of the first considered assessments to be made on general management.
In addition to examining how the general management reforms are unfolding, it is equally important to try to identify criteria by which to assess the degree of success of the reforms, an exercise where researchers outside the NHS have a legitimate contribution to make. However, no matter who is involved, it is no easy task. The aims set out in the Griffiths report (eg 'to secure the best deal for patients and the community within available resources; the best value for the taxpayer; and the best motivation for staff ' (DHSS, 1983: 11) ) are certainly too general to allow for any satisfactory deduction of what these criteria might be. On the other hand, there is the danger that by a process of inducting criteria of success from what is happening in the service, they are too readily shaped by current 6 practice so that longer-term, more lasting intentions become lost. To be fair, there are serious difficulties associated with evaluating the performance of any health service (Klein, 1982) but nevertheless there remains a need to be able to say at the end of the day whether general management has produced changes in the management of the NHS and, if it has, to appreciate the nature of these.
In any case, what has to be recognised is that evaluation is a political process, influenced by values, perceptions and priorities, and not just a technical exercise. This opens up the potential charge against any exercise in establishing measures of success that it is done without the necessary legitimacy. While there may be valid questions over the authority of any grouping to determine such measures, that there remains an essential need to have a debate that explores the measures of success against which the reforms could be assessed is obvious. The purpose of such a debate should not, and indeed could not, be to establish a consensus on this; nor should it attempt directly to influence opinion. What it can do is help to develop and explore possible criteria and subject them to critical appraisal as to their validity for the contemporary NHS and to the interests they serve. Some of the most lively workshop discussions concerned this very topic. And, in fact, what these discussions revealed was that there were not just differences about how one should determine success, but also regarding whose criteria should count.
The workshop was not in the business of laying down a definitive statement on general management, even in terms of an 'interim report'. Instead, its purpose was that of trying to establish an agenda of key questions which need to be addressed in the evaluation of general management. While the production of' questions rather than the supply of answers may suggest a rather reflective, 'academic' approach as opposed to a more decisive managerial one, this would be a misleading conclusion. What was clear among both the researchers and managers present was that there are major difficulties confronting how, in a practical sense; one goes about answering the seemingly simple questions which the workshop was established to consider. To illustrate this, it is worth mentioning five of the main questions in the minds of the workshop organisers. They underpinned the themes selected for discussion.
The first question was simply what precisely is meant by 'general management' in the context of the NHS? The Griffiths report left much of the detail to be filled in as arrangements were put in place. It placed considerable faith on the assumption that general management in the private sector, which was to be the model, was both uniform (Kotter, 1982: 7) and uniformly successful. Such a view needed to be closely examined, and, in particular, it was questioned whether general management in the NHS does mean the same thing as in other organisations, including private sector ones. This is important because the more one probes the concept, the more it can be seen to take a variety of forms. Most significantly, it is possible for people working under the heading of 'general manager' to perform quite different roles, for example an 'arbiter' role or an 'initiator' role, and to adopt quite different management styles, for instance a consensual approach or one based on the use of authority. If we are to be sure that we will end up evaluating the right management arrangements we need much more than copies of the Griffiths report and departmental circulars. We will have to know what is actually happening on the ground. Moreover we have to recognise that the general management model contains a number of components; some may be working, others may not. It is imperative to determine which are which, and why, before the spectre of reform reappears. Any analysis has to break the concept down into its component parts, and not treat it on an 'all or nothing basis'.
A related question concerned the extent to which general management has remained true to the principles espoused in the Griffiths report and in the various departmental circulars, or whether it has moved in another direction. We have already noted that the report was open to a number of interpretations (Evans, 1983) but there is little doubt that Griffiths and his political supporters wished to shake up what was regarded as a rather lacklustre management by introducing the allegedly more dynamic type of management associated with the private sector. If such a transformation was achieved then it would by any standards mark the most major change to the management culture in the NHS's history. Present evidence suggests that, while there has undoubtedly been a greater emphasis on management responsibility and authority and more relevant agendas and quicker decision making, we remain a long way from the fears expressed at the time of the report that what was being proposed was something akin to 'NHS plc', Given that the general climate surrounding management in the public sector is likely to remain one that emphasises the value of drawing upon lessons from the private sector or generic management, an essential issue is whether the failure to adopt these lessons more fully is the result of resistance or incompatibility. As one of us noted immediately after Griffiths reported: 'Unfortunately the NHS has a tendency to embrace seemingly simple prescriptions, only to emasculate them in practice, perhaps for good reasons' (Hunter, 1984) . While it might be difficult adequately to define what constitutes the essentials of private sector management and to determine how far such a model of general management has taken over the NHS and how far the NHS has got on top of general management, there is little doubt that any future reform of the service at a political level will be informed by the issue of private management practice of a public service. It is, therefore, crucial to establish whether the somewhat limited move in this direction was 'for good reasons' or, as no doubt many will contend, because of 'vested interests' mobilising to delimit the extent of its impact. The variety in arrangements and practice is a widely noted feature of NHS management. Another question that inevitably arises is the extent to which general management means different things in different authorities and, given that the UK has four distinctive health services, in different countries. This was, in fact, a matter that surfaced in most of the discussions. There was genuine concern on the part of managers that research findings from certain authorities would be generalised to the NHS as a whole when it was, in their estimation, not necessarily an accurate picture of what they were experiencing. Certainly, this was an important warning. In trying to assess general management, any study has to avoid the pitfall of basing its conclusions on a sample that is not fully representative. Indeed, at points it seemed that the variations are . so extensive that it is impossible to make any safe generalisations. For both the researcher and the consumers of their products serious difficulties are entailed in evaluating general management throughout the NHS. In due course broader patterns may emerge. But perhaps the time has come to recognise that management problems lie not so much with the service as a whole but in its various parts and localities where, for whatever reason, acceptable standards are not realised. In other words, perhaps management problems should be viewed more in the context of local conditions, 'rather than seeking to reform the Health ServicesManagement Research system in toto, parts of which may be functioningwell. -A fourth question central to an evaluation is the extent to which the present direction of the NHS is the result of general management, or is more widely influenced by other developments like financing, performance review and increasing central direction. The introduction of general management has gone hand in hand with a series of other significant changes which impinge both directly and indirectly upon the management of the service. For example, the general financial position, the contracting out of services, nurse regrading, the Prime Minister's NHS Review, and the public debate about the 'crisis' in the service have hardly created an environment conducive to managers poised to enact change. It will never be the case that a management reorganisation can expect a 'free run' for long, but it is surely necessary to avoid general management being labelled a 'failure' because of problems whose origins lie elsewhere and over which general managers have little or no influence. This is not to suggest that one should not take account of how general management copes with these 'disturbances in the system', but we should at least ask if other arrangements would have proved any more capable. In general, and this was clearly one of the key concerns to emerge from the workshop, it is necessary to judge general management upon factors which it can reasonably have been expected to change, and not upon the total wellbeing of the organisation over which many other factors have influence. This brings us back to the question of what is general management: new management structures or a new management culture?
The final question paid due recognition to the point that the Griffiths proposals went beyond the appointment of general managers, and were about extending the 'new managerialism' throughout the organisation. Most important of these was the intention to involve clinicians more closely in management, especially through clinical budgeting and the resource management initiative. Again, there is an important issue here over and above whether the Griffiths recommendations were adhered to. Given the size and complexity of the management task and the role of professionals working with considerable discretion at the front line which also happens to be the bottom rung of the management hierarchy, the quality and effectiveness of middle and patient management is of critical importance to performance. There is little doubt that the inten-8 tion to involve doctors in management has not proved as straightforward as seemed to be implied by Griffiths (Scrivens, 1988) . There have been problems in devising workable forms of clinical budgeting and resource management (Coles, 1988; Ham and Hunter, 1988) .Some of the most intense discussion of the whole workshop was concerned with the question of whether general management had brought about a change in the behaviour of clinicians. The difficulty of generalising findings from some parts of the service made it difficult to reach firm conclusions. This, however, was compounded by differences of opinion as to what changes were being sought, and how they might be measured. It was also recognised that there were many other significant variables at work in influencing clinician behaviour, confirming the view that it is wrong to expect general management of itself to secure change in every instance. Perhaps surprisingly, there was little discussion of the wider issue of middle and patient management, suggesting this was not a matter high on the present agenda of general management.
Inevitably with a review of the sort that the workshop was engaged in there were originally hopes that some look towards the future would be possible. At the end of the day disentangling the present proved a daunting enough task in the time available. It was possible to conclude that general management has had a significant, if not comprehensive, impact on the service. Some of this impact was intangible especially in its effects on how general managers conceived of their role. What was equally evident was that if the next round of NHS reorganisation is to be based upon a sounder understanding and evaluation of the problems general management has failed to tackle, or indeed created, and of what are likely to prove effective and compatible reforms to tackle them, a great deal remains to be done. Moreover, given that many managers feel vulnerable to the uncertainty that results from politicians engaging in 'knee-jerk' reactions to the inevitable difficulties surrounding the management task in the NHS, it will be important to establish whether any major wholesale reform is realistically required. Most important, there is a clear need to establish criteria based on relevant and appropriate outcomes of change, so that we can move beyond consideration of processes and define what, surface appearances notwithstanding, improved management actually does and could look like. The workshop without doubt got below the surface, but then found the waters very muddy. It demonstrated to all those attending how much can be achieved by having a mutual exchange between managers and researchers. But, given the scope and complexity of the issues at stake, there is a need to go beyond such 'one-off' events to providing opportunities for a more sustained dialogue. It is to be hoped that the debate, the discussions and more formal research will continue and feed into each other in order to raise the level of understanding needed before embarking on further management reform.
